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DEFICIENCY)
F 315} 483.25{e){1)-(3) NO CATHETER, PREVENT UTI, Fa1s{ Residents #77 and #117 were 9/20/17
sg=c | RESTORE BLADDER evaluated for the
i . jateness of a bladder
{e) Intontinance. appr(_Jp-rlate b
{1} The facility must ensure thal resident who is retraining program on September
continent of bradder and bowet an admizsion 7, 2017 and interventions
receives services and a&slatan‘ce 1o maintain implemented based upon their
cantinenae uniess his ar her clinical condiion ks .
or becomes such that guntinerice is not possible evaluations.
to malniain.

W _ The facility’s Bowel and 8ladder
{2)Faor a resldent with utinaty incontinence, besad Tool and Protocol
on the resident’s cornprehansive assessmant, the Assessment Tool and Pro cfco
jacility muat ensure that- has been updated. In-services

(i) A resident who enters the faclty without will be conducted by the QA/PI

i} A resident who enters the fat] out an . X .
indwefling catheler & not cathelsrized unless the Coordinator with .a” nursing staff
residant’s clnical condition demonstratas ihat to educate regarding the
cathelerlzailon was necassary; revisions. All residents will be

(i) A rosident who enters the faoility with an assessed for decline based on the

indwelling cathater or subsagueritly receives one revised tool by the MDS Nurses.
is assessed for remaoval of the catheter as soon Interventions will be put in place,
as pussible unless ths resident's clinical condition if apollcable. by the Pl
demensirates that calhetenzation Is necessary pplicable, by the QA/

Coordinator in coordination with
Nursing Unit Managers and
(fii} A resident who s Incontinent of bladder . Interdisciplinary Teamn members
recelves appropriate treatment and senvices to using the updated protocol

prevent urinary tract infections and fo resiore
continence to the extent possible.

and

{Continue on page 2)
(3} For a resideni with fecal incontinence, based
on the resident's comprehensive assessmen, the
facility must ensure that a resident who is
incantinent of bowel receives apprapriate -
treatment and services to restore as mueh norma!
bawel funclion as pessible.

This REQUIREMENT is not mat a8 evidenced
by:

?A RY DIRE?R"S%RUVQEWSUPPUER REPRESENTATIVE'S BIGNATURE TE LD T .
Y g~ : 71{1\ Ac{n/)fm‘s"'m v Q=177

Any daﬁdaﬁ’cy statemant ending Wik an asterisk () denotes a defitlenty which the institullon may b excused from cafrecting providing 1 1s datenmined thet
olhtsr sataguards pravide suffickenl pratection 1 the palients. {See inslruclions.) Excapt fbr nurting homas, the findings states gbove arg disclossbls 80 daya
{cllowing fhe date of urvey whether ar not s plan of cereaclion is provided. For mursing homua, the above findings end plang of comettion are dizclosable 14
doys lollowing ine date thesa dotumanls a8 made available to the lacility. I deliciencios are cited, an 2pproved plan of cotraction is requisite to conlimsed
prograt patticlpaticn.
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F 216 Continued From page 1 F 215 (Continued from page 1)
! Based on medlcal record review, observation,
and Intervisw, the facllily failed to implement a . i
Bladder relraining program, aflar a decline In Thereafter, this process will take
urinary conlingnee, for 2 (#77 and #117) resideits place on a quarterly basis.

of 3 residents reviewed for urlnary incontinence of
27 resldenis revibwed. ] . ) .
Incontinence tracking will be

The findings included: added to the monthly QA/P!

pAedical recard review revesled Resldent #77 was agenda and be a topic of
admitied 1o the facility on 2/28/17 with dlagnoses discussion each month. The
including Chronic Kldney Disease, Stage 2, revised Assessment Tool and
Alaxia, Digbetes, Alzheimer's Disease, and Major . h
Depressive Disorder and Benign Prostatic Protocol will be discussed at the
Myperplasia. September, 2017 QA/PI meeting.

Wedical record revlaw of the admisalon Minimiim
Data Sel (MDS) datad 3/7/17 revealed the
resident was alwaye cantinent of urine.

Wedical record review of the quarterly MDS daled T
674117 revealed the resident was frequently
incontifient of uring.

Medleal racord review of the Bowsl and Bladder
Assesdement dated 8/4/17 revealad the resident
scored & 14 indicating the residenl was a
candidalg for a toileting achedule and the
resldent's voiding patiern was to ba ealablished.

Interview with Licensed Practical Nurse
(LPNYMDS nursa#1, on 812317 at 8:35 AM, in
lhe MDS office, revealed LPN #1 had completed
ihe Beywe| and Bladder Assessiment form dated
64117 and gave the completed form to the Umt
Mariager for further action,

Observalion and interview with Resldent #77 on
B12317 at 9:55 AM, in the resident's room,
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‘1 1ecelving the Bowe) and Bladder Assessment

Continyed From page 2

revealad the rasident lying on thie bed. Interview
with the resident revealad the rasident was
sometimes awsre of the nead to vold.

Interview with Reglaterad Nuraa (RN)Unit
Mznager (#1) on 8/23/17 at 9:00 AM, at the
aursing station revealed RN #1 had refervad fhe
resident to therapy to screen for tolleting after

from PN #1.

Interview with the Rehabtiitation Manager on
8/23/17 at 9:10 AM, at the nursing station
revédled the therapy depariment had not recelved
a referral fo strean tha résident for a toileting
pragratn.

interview with RN #1 on 8/23/7 at 9:20°4M, at
tha nureing station, confirmed a bladder retraining
program tad not beon davaloped for Resident
#77.

Medical record review revealad Reosldenl #117
was admitted o the faciily 412/15 with
thiagnoses Including Musele Wealknoss,
Hypertension, Anxlety Disorder, Vascular
Dementia, and Overactive Bladdar.

Medical record review af the Annual MDS daied
4)3M7 revealad tha resldent had a Brief Interview
for Mental Statiis (BIMS3) score of 15 indicatlng
the resident was Independent in cognitive skills
for daily declsion making, and was occasionally
Incontinent of urine,

Medlcal record raview of the Quartetly MDS
dated 7/2/17 revealed the resideni had a BIMS

scoie of 15, and was requently ihcontinent of
urine, '

|
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Med|cal record review of the Bowel and Bladder
Assessment dated 7/2/17 revealad . . lotal score
15...Score 21-15-Cood candidate for individual
tralnlng,.."

Observation and interview on 823117 at 8:50 AM,
with the resident In the resldent's room revealed
the resjdedt seatad in 3 wheslchalr, inferview witk
the resideni revesled was somelimes &ware of
the need 1o void,

Interview with the Rehabiltalion Manaper on
372317 at 3:10 AM, st the Nursing Statfon,
confirmed the therapy dapartment did recelve a
raferral for Rasident #117, but-an individuallzed
bladder retraining program had not been
develepad for the resident.
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